no sinuses, skin changes, or bruit over the swelling. The patient had a flat foot, and her subtalar movements (inversion and eversion) were 5 degrees each. The ankle movements showed 10 degrees of plantar flexion and 10 degrees of painful dorsiflexion. There was no wasting or limb length discrepancy (Fig. 1a) .
Radiographs and computed tomography (CT) scans of the ankle and foot were suggestive of excessive overgrowth from the lateral aspect of the talus, lower end of the tibia, and the fibula, with resultant displacement of the lateral malleolus. There was partial calcification seen in the overgrowth. The metaphyses of the tibia and fibula were normal (Fig. 1b) .
Through the transfibular approach, the lateral part of the talus, the region showing abnormal growth, was excised along with the overgrowth on the lateral part of the lower end of the tibia and fibula. The specimen was sent for pathological examination. The results showed that the trabecular bone was covered by a thick irregular cap of cartilage, suggestive of an osteochondroma (Fig. 1c) .
The patient was followed up for one and a half years and showed no recurrence of pain and deformity. The restricted range of movement in her ankle was maintained. The parents were warned that arthrodesis of the ankle joint might become necessary later in her life (Fig. 1d) .
Case 2
A 12-year-old male presented to the King Edward Memorial Vll Hospital in August 2001, with swelling over the medial side of the right ankle. This condition had been developed since the age of 4. The swelling had gradually increased in size as he grew up. There was no associated painful disability or marked tenderness, except for an occasional aching pain.
Physical examination revealed a palpable hard Dysplasia epiphysealis hemimelica of the talus 81 mass of 6x4 cm over the right medial malleolar area. The swelling was non-tender and discrete. The lower part of the swelling moved along with ankle movements, suggesting that the swelling had been developed from the talus. There were no sinuses, skin changes, or bruit over the swelling. The ankle movements showed 5 degrees of dorsiflexion and 20 degrees of plantar flexion. There was no wasting or limitation of subtalar joint movements, and both the lower limbs were of equal length (Fig. 2a) . Plain radiographs and CT scans of the ankle and foot were suggestive of osteocartilaginous outgrowth from the talus and lower end of the tibia. The metaphysis of the tibia was normal. Some ossification was seen in the osteocartilaginous outgrowth (Fig. 2b) .
The patient was reassured as the nature of the swelling was explained to him. The patient was treated non-operatively because he had a pain-free, functional range of movement of the ankle.
DISCUSSION
Dysplasia epiphysealis hemimelica (DEH) is a rare developmental abnormality of epiphyseal growth affecting one or more epiphyses.
The reported incidence is one in 1 000 000. Mouchet and Belot 1 originally described it as a 'tarsomegalie' in 1926. Trevor 2 described 10 patients with this condition in 1950, using the name 'tarso-epiphyseal aclasis'; this abnormality is also commonly referred to as 'Trevor's disease'. Fairbank 3 reported 14 patients with the condition in 1956 and renamed it 'dysplasia epiphysealis hemimelica', which is still in use today. The word 'hemimelica' is derived from 2 Greek words, 'hemi' (half) and 'melos' (limb). According to Fairbank, 3 DEH refers to a developmental disorder, which is confined to the medial or lateral half of an epiphysis of a single limb.
DEH usually becomes evident in children and young adults. It is more common in men than in women with a ratio of approximately 3:1. There is no definite evidence that it is hereditary, and no cases of malignant transformation have been reported.
The aetiology of DEH is still unclear. Trevor 2 believed that the lesion was congenital and was related to an insult during the formation of the lower limb bud. The congenital error affects the limb bud during early foetal life. This would explain the distribution that a preaxial affection would produce the deformity on the medial side of the limb and postaxial affection on the lateral side. 2 According to Harris 4 in 1933, the cartilage of an epiphysis of a long bone is formed from a narrow zone-mitotic annulus-where cartilage cells are actively dividing. At the centre of the cartilage mass, bony trabeculae of the ossific nucleus are produced. Surrounding this is a zone where degenerative cartilage cells are arranged in columns with a calcified matrix. Between these 2 zones is a mass of cartilage cells. Adjacent to the mitotic annulus are the young, recently formed cartilage cells; next to these are the older cells, which are more widely separated and flatter in outline. These cells eventually disintegrate, and together with the matrix, they give rise to the main constituent for synovial fluid. It is suggested that in DEH the process is altered such that the cells do not become senile and flat but retain their power of division, so that a mass of cartilage is produced. Late calcification of the matrix occurs in discrete areas, which become ossified. Fairbank 3 believed the process to be "a true dysplasia or faulty growth of part of the epiphysis itself".
It has been proposed that the arrangement of the blood vessels in the epiphysis explains the confinement of DEH to one half of the epiphysis. 2 The disease typically occurs over the epiphysis of the tarsal or flat bones of a single lower extremity; the ankle is most commonly affected. The other common sites of involvement are the distal femoral and distal tibial epiphyses. 3 Although asymmetrical involvement has been reported, the lesions typically affect only one side of the joint, with the medial side affected twice as frequently as the lateral side. There are also reported cases of involvement of the entire epiphysis.
There may be a single lesion or multiple lesions. Two-thirds of patients have multiple lesions. This may lead to the degeneration of a localised form (monostotic involvement), a classic form (more than one area of osseous involvement in a single extremity), and a generalised or severe form (involvement of an entire single extremity). The localised form of DEH usually affects bones of the hind foot or ankle. The classic form shows characteristics of hemimelic distribution and accounts for more than two-thirds of cases. It typically involves more than one epiphysis within a single lower extremity, especially around the knee and ankle. In the generalised or severe form, the entire lower extremity may be involved.
Pathologically, the findings of DEH are similar to those described for solitary osteochondromas. The lesion may be a pedunculated mass with a cartilaginous cap, or it may be seen only as an enlarged irregularity of the articular surface. Histologically, the DEH lesion appears similar to benign osteochondromas. 3 The most common symptom of DEH is painless swelling or deformity, and patients may complain of pain or decreased range of motion.
Because of the variety of location and the extent of involvement, patients must be treated on an individual basis. Treatment ranges from simple observation to surgical excision. There have been good results with non-operative measures in the literature. 5, 6 Surgery should be undertaken if the lesion causes pain or deformity or interferes with function. Keret et al. 5 divided the lesion into extra-and intra-articular. The results of excising a juxta-articular lesion are generally very good. Unfortunately, the results of excising an intra-articular lesion are less successful and may lead to early secondary osteoarthritis, which may then require arthrodesis. Therefore, excision should be undertaken only if it is fully justified by the severity of the disability. With extensive involvement of the talus, arthrodesis of the ankle may be appropriate. The prognosis is generally good with no reports of malignant degeneration.
